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June 16, 2016 
 
 
Via Attorney of Record 
 
Scott Allen Stegbauer, M.D. 
Lenoir Orthopedics 
701 Doctors Drive, Suite G 
Kinston, NC  28501 
 
Dear Dr. Stegbauer: 
 
The North Carolina Medical Board (“Board”) has reviewed information regarding your patient 
care that led to the professional liability payment made on your behalf in August 2015.  As a 
result, it is the Board’s decision not to commence formal proceedings against your North 
Carolina medical license at this time.  However, the Board did vote to issue you this public letter 
of concern and issue you a $1,000.00 administrative fine.  The Board notes that you have already 
paid the administrative fine. 
 
In September 2012, you performed a total knee replacement on Patient A’s left knee.  During the 
surgery, you discovered that the knee implant representative attending the surgery brought the 
wrong component to the operating room (right instead of left) and, despite being checked pre-
operatively by the operating room team, this was not discovered until after you had applied 
cement to affix the prosthetic.  You completed the surgery with the wrong sided component in 
place because you believed that the bone cement had almost completely hardened and removing 
the wrong sided component could have caused bone damage.  You immediately informed Patient 
A of this complication after the surgery.  Eventually, Patient A developed patella instability, a 
complication which required revision surgery by another surgeon. 
 
The Board had this matter reviewed by a medical expert who had concerns regarding the care 
that Patient A received.  Specifically, the Board’s expert felt you should have done the 
following: 
 

1.  Personally verified the implant component was correct prior to insertion in Patient 
A. 

2. Revised Patient A’s incorrect implant once the error was recognized during 
surgery.  The Board notes that you dispute this concern and felt it was a better 
practice to leave the component in because the cement had hardened and removal 
would likely cause damage to the bone. 

3. Although you immediately informed Patient A of this complication after the 
surgery, you should have been better documented this event in the hospital 
medical records. 
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The Board urges you to make sure that the conduct giving rise to the Board’s concern does not 
happen again.  Otherwise, the Board may vote to commence formal disciplinary proceedings 
against your license to practice medicine.  If that happens, this letter may be entered into 
evidence in determining the appropriate discipline. 
 
This letter is a public record within the meaning of Chapter 132 of the North Carolina General 
Statutes and is subject to public inspection and dissemination as required by that law.  It will be 
reported to the Federation of State Medical Boards; however, it will not be reported to the 
National Practitioner Data Bank. 
 
Sincerely, 
 
 
 
Pascal O. Udekwu, M.D. 
Board President 
 
POU/PFB/bjs 
 


